Many countries, especially in Africa, have in recent years introduced fee exemptions or subsidies targeting deliveries and emergency obstetric care. A number of aspects of these policies have been studied but there are few studies which look at how staff have been affected and how they have responded. This article focuses on this question, comparing data from Benin, Burkina Faso, Mali and Morocco. It is nested in wider evaluation of the policies. The article analyses responses to a health worker survey, carried out in 2012 on 683 health staff (doctors, nurses, midwives and others such as auxiliaries) across the four countries. The survey focused on working hours, workloads, pay, motivation and perceptions of the policies, as well as reported changes in workload and remuneration over the period of policy introduction. Self-reported staff output ratios suggest that midwives are over-worked across all settings, but facility data presents lower estimates, making it hard to judge the adequacy of workforces. Staff are generally positive about the policies' effects on the health system (increasing supervised delivery rates, benefiting the poor, improving access to medicines and supplies and improving quality of care). In personal terms, staff in Mali and Burkina Faso report increased satisfaction with work as a result of the policies, while in Benin, there is little change and in Morocco a deterioration (which correlated with recommendations about extending exemption policies in future). Awareness of policies was high amongst staff but only a small minority had received any written guides or training on policy implementation. It is crucial that planned health financing changes engage with their implications for staffing-estimating whether specific cadres can absorb increase demand, for example, as well as how to engage them in the policy implementation such that their personal needs are met and their professionalism enhanced.
Introduction
Many countries, particularly in sub-Saharan Africa, have selectively removed or reduced fees for obstetric care in particular over the past decade (Richard et al. 2008; Witter 2010) . The emphasis on delivery care was driven by a number of factors, including the Millennium Development Goal 4 (which called for a two-thirds reduction in maternal mortality ratios), the high maternal mortality ratios in many countries (largely driven by intra-partum deaths), evidence on large inequalities for maternal services utilization and outcomes, and a perception of pregnant women as a vulnerable group (Campbell and Graham 2006; Shiffman 2007) . The emphasis on reducing and removing fees was driven by a growing awareness of the importance in many contexts of financial barriers, as well as of the impoverishing effects of catastrophic payments for health care, especially for poorer households (Witter 2009) .
It is clear that the availability, distribution, skill-mix and motivation of health staff will profoundly influence the effectiveness of these health financing policy changes, and conversely that the workload and motivation of staff will be affected by them. Although there has been a growing literature on these exemption policies, their articulation with human resources assessment and planning has been inadequate (McPake et al. 2013) . Policies are introduced without an assessment of whether staffing is adequate to manage the increase in demand which policies should induce; equally, staff are commonly not consulted in the process of designing and introducing policies (Walker and Gilson 2004; Meessen et al. 2011) .
Within the context of a wider evaluation of obstetric fee subsidy and exemption policies in Benin, Burkina Faso, Mali and Morocco, we included a component focussing on the impact on health staff. This article presents its findings. We investigated the absolute numbers of staff in relation to workload and also how they had changed over the period of introduction of the policies. While changes cannot be directly linked to the policies, these policies may have played a role and in any case will be affected if staffing numbers are not adequate, or if workload has reached unmanageable levels. We also consider the changes to remuneration and how staff perceive the policy. The underlying concern is that if staff are not accommodated during major policies changes such as these national free care policies, they will be able to subvert their effectiveness, for example, through poor care provision or coping strategies which pass costs back to users in some form (for example, additional formal and informal costs, inside and outside of the facility). This has been documented in some other contexts ).
Background on national policies
In the early-mid 2000s, around the time of their policy discussions and implementation, Benin, Burkina Faso and Mali had slightly lower maternal mortality ratios compared with the sub-Saharan country average of 680 per 100 000 in 2005 (World Health Organization 2015) . All of these ratios had shown declines in the 10 years before the policies were adopted, however not at a rate seen to be able to reach the targets set by the Millennium Development Goals. The Morocco maternal mortality ratio at the time of the introduction of the policy was considerably lower-227/100 000 overall (rising to 267/100 000 in rural areas).
The caesarean section rates at the time of policy implementation in the three sub-Saharan countries were below the WHO/UNICEF recommendations of 5-15% for these settings. Wealthier women were more likely to have caesarean sections than poorer women (Cavallaro et al. 2013; Cresswell et al. 2015) . In Morocco 16% of women in the wealthiest quintile had caesarean sections, while that percentage already dropped to only 1.5% among women in the second wealthiest quintile (Ministere de la santé 2008). Facility delivery rates were notable across these countries in terms of a rural/ urban divide-women in rural areas tending less frequently to attend facilities to deliver than those in urban areas. In terms of overall rates for facility births, Benin had the highest rate at 78% in 2006, with Morocco following at 63% in 2003 -2004 , Burkina Faso at 57% in 2003 and Mali at 49% in 2006 . All countries showed a higher rate of women attending ante-natal care consultation at a health facility than delivering in facilities.
Benin
The free caesarean policy was introduced on the 1 April 2009. It applies to caesarean sections in all public and private hospitals that offer emergency obstetric care (but not to private-for-profit clinics). All women are entitled to benefit and all areas of the country are covered, in theory. Hospitals are reimbursed USD198.8 (equivalent to CFA100 000) per woman with a caesarean section. This is intended to cover check-up costs, drugs, kits, surgery, blood and hospitalization. The women pay for any costs arising before hospitalization, or any other complication which may arise during the hospitalization (CERRHUD 2014).
Burkina Faso
The national delivery subsidy policy in Burkina Faso started in October 2006 for caesarean sections and April 2007 for deliveries and complications. It is more complex than the policy in Benin. It operates in all public health facilities, and offers an 80% reduction
Key Messages
• Health staff reported positive effects of national maternal fee exemption policies on the health systems, though in three out of four cases, it was not seen as having improved the availability of staff.
• Personal satisfaction with policies was more mixed-staff satisfaction increased in two countries, remained unchanged in one, and reduced in the fourth.
• Awareness of policies was high, but few staff in any settings had received guidelines or training on how to implement the policies.
• Staff show high intrinsic and extrinsic motivation and both need to be taken into account when designing and implementing health financing policies; these need to protect staff terms and conditions while appealing to and reinforcing their professionalism.
of fees at health centre, district hospital and referral hospital levels for caesarean sections, other delivery complications, and intensive neonatal care. For normal deliveries, there is an 80% reduction of fees at health centre and district hospitals, but only 60% at secondary and tertiary level hospitals (to disincentivize by-passing). The policy covers all of the in-facility costs (bed-stay, medicine, surgical kit, postoperative care, lab exams, medical act), as well as referral transport costs. There is provision in theory for additional support (full exemptions) for indigents (Ministère de la Santé 2006).
Mali
The free caesarean section policy in Mali was introduced in 2005. It is applied nationally to all caesarean sections in the public sector, and in theory covers all facility-based costs (but not transport). In a three-way sharing of costs, families are intended to fund the journey into the health centres, while communities fund the onward referral transport costs, and the state covers the costs of service provision, including accommodation, surgery, laboratory tests and treatment of complications such as pre-eclampsia and ruptured uterus (Direction Nationale de la Santé 2010).
Morocco
The free delivery and caesarean section policy in Morocco was implemented nationwide from the start of 2009. It covers normal and complicated deliveries in all public facilities (including in theory in university hospitals if the woman is referred from a public facility), resuscitation, transport to the appropriate level, and care for mother and newborn as long as they stay in the facility (Ministere de la santé 2008). The Morocco policy is embedded in a wider national strategy for safe motherhood, which includes upgrading of facilities and skills, and also increasing awareness and physical access.
Methods

Site selection
The overall study, conducted over 2011-2014, aimed to evaluate the costs and effectiveness of national obstetric fee exemption policies. The four countries were chosen on the basis of having introduced obstetric fee removal and subsidy policies over the past decade and showing an interest to participate. Within Anglophone literature, there has also been a relative neglect of experiences in Francophone countries, which the study also aimed in part to redress. We classified the districts in each country using four variables: skilled attendance at delivery, caesarean section rate, poverty rate, and geographical access. Within each country, a hierarchical cluster method was used to choose four to six districts per country from different homogenous groups.
Study design
As the policies had been introduced nationally, without control areas, the project used a case study design, with realist evaluation components, to understand differential implementation and effects across different sites. A conceptual framework was elaborated (Marchal et al. 2013) to analyse how the exemption policies might influence and be influenced by systems and outcomes. Within this, the health workforce is a key link-needing to be adequate in number and skills, supported to work effectively, motivated and included in the 'ownership' of the policy. Thirteen different research tools were used, including: document review; interviews with key informants at international, national and district level; analysis of routine financial and health information, as well as of secondary surveys; structured extraction from medical files; cross-sectional surveys of patients and staff; indepth interviews with patients and observation of care processes (Witter et al. 2014b ). This article focuses on presenting analysis from the health worker survey. The survey was cross-sectional and structured, but contained retrospective and some open questions. Analysis of the survey data was also cross-checked with routine data on staffing for the selected sites and nationally, taken from the health information systems (Système National d'Information Sanitaire-SNIS).
The survey tool
The objective of the survey was to examine changes to health worker working patterns, motivation and financial rewards over the period when the fee exemption policy was introduced, as well as to solicit their perceptions of the policy and its impact.
The tool was adapted from a questionnaire which had been developed and tested in Ghana (Witter et al. 2007) . It asked health workers to self-report on: their personal and household characteristics; their workload; their working hours; sources of income; motivation at work; changes in the above factors, associated with the policy, perceptions of the policy and recommendations in relation to it. Questions aimed to understand changes to public and private work and remuneration, although it is common that private practice is under-reported in such surveys. The tool was selected because of the absence of other sources of evidence on the different incomes which health workers receive and also because of its ability to collect quantitative and qualitative information (with some more open questions), as well as recollections by staff of recent changes.
Sampling approach and sample numbers
All health staff involved in obstetric care were eligible in the project sites in facilities providing relevant services (district hospitals and referral hospitals generally, although the organization of care and terminology varies across the countries). In Benin, seven hospitals in five zones (health districts) were included, including two mission ones, as the policy applied across both sectors in Benin. In Mali, four district hospitals and four regional hospitals were included in the study. In Burkina Faso, eight hospitals (two regional hospitals and six district hospitals with and without surgical capacity), as well as 12 health centres were included in this study. In Morocco, nine hospitals were included (two university hospitals, two regional and five provincial). With the exception of Benin, staff interviewed in the three countries were exclusively from the public sector, reflecting the scope of the policies.
The cadres varied in their roles and titles across countries (Table 1) . A full list of relevant staffing was obtained and a sample was drawn up, with sizes determined according to the professional group. For small groups, like obstetricians, the aim was to interview all in a selected hospital. For larger groups, a smaller sample of a minimum of 10% was taken and individuals approached at random. The aim of the sampling was to solicit experiences across different professional groups, rather than aiming to get a nationally representative result. The overall proportion of staff interviewed, out of totals in study areas, was a minimum of 15%, but often much higher. Non-response rates were very low-close to 0 in most countries.
Ethics
All protocols received in-country ethical approval-in October 2011 in Burkina Faso, January 2012 in Morocco, February 2012 in Benin and July 2012 in Mali. In addition to the approval from the ethics committee, administrative authorization was requested and obtained from the regional health departments, districts, hospitals and at national level in all four countries before starting data collection. All participating staff were assured of confidentiality and gave informed written consent.
Data collection
The tool was adapted to each country context and pretested in district hospitals which were not subsequently included in the study sites. Staff were interviewed by trained data collectors and questionnaires took 30-45 min to fill in. Data collectors (teams varied in size from 1 in Burkina Faso to 11 in Morocco) were trained for 1 day and were supervised while in the field. Fieldwork duration varied by country but all data collection was done in 2012.
Analysis
Data were double entered into EPI-Info or EPIData and analysed using Stata, version 11 and SPSS, version 20. Chi-squared tests were used to compare proportions, while the Mann-Whitney test was used when data distribution was not normal. Much of the analysis (Boukhalfa et al. 2014; Ilboudo et al. 2014) . The open ended questions were analysed thematically.
Study limitations
The main limitations are the self-reported nature of the tool, which leaves certain aspects open to questioning. In particular, as anticipated, reporting of private practice was low-probably lower than in reality. The lack of baseline data or prior trend data for key variables-so common with policies introduced rapidly and nationally-is another constraint, limiting our ability to attribute effects to the policy. The retrospective questions required respondents to recall changes over the past few years, and so cannot be regarded as reliable in specifics, though the rough direction and magnitude of reported changes, as well as perceptions relating to them, are still indicative. The small sample size is also a limitation in relation to disaggregated analysis, although as a proportion of staff in the facilities and district, the sample was large. The overall response rate was good, but for some specific questions (such as expected pension) responses were low and we have therefore not analysed these answers.
Findings
Adequacy of number of staff
Adequacy of staffing can only be judged relative to workload. In Table 2 , findings on average hours worked and patients and deliveries attended per week are reported, for doctors, midwives and nurses across the four countries. Table 2 shows that after the introduction of the fee exemption policies, working hours were relatively reasonable across the countries, and productivity relatively low, with around one patient seen per hour worked (in Mali and Burkina Faso), and less than that in Benin. Higher working hours are reported in Morocco, where reported outputs are also greater, especially for midwives at regional and provincial hospitals.
Changes in working hours and workload Table 3 gives net reported changes (proportionately) in working hours, patients seen and deliveries done over the past few years for doctors, nurses and midwives in three countries. In all three and across the cadres (with the exception of nurses in Mali), hours worked, patients seen and deliveries done have increased, but outputs have increased more than hours worked, which could be taken as an efficiency gain. From the staff perspective, these results confirm the impression given in their interviews that the policy has been accompanied by an increased workload. The period of recall for changes in the health worker survey varied by country. It covered roughly the period of policy implementation in Benin (3 years), Morocco (3 years) and Burkina Faso (5 years). However, as the recall was through to be too long in Mali, we asked staff about change over the past 2 years Source: Health worker survey, three categories of staff (n ¼ 505) Analysis of routine data (simply dividing deliveries by available staff within the hospitals) gives us much lower figures of deliveries per staff. In part, this may be due to several staff contributing in different ways to a single delivery, but may also reflect over-reporting by staff and/or poor routine data. Figures 1 and 2 give examples from Morocco and Benin. It is also clear from these that the trend in workload varies by site across the years.
Remuneration
If workload increases and if the policies reduce health workers income (e.g. from share of facility profits prior to the policy), then demotivation can be expected. For that reason the survey asked about remuneration levels and changes. Basic salary and allowances are shown for comparable cadres in Table 4 . Although there is variation, pay is relatively comparable across the sub-Saharan countries but higher overall in Morocco, as would be expected. Differentials between doctors, nurses and midwives in terms of overall public sector income are also highest in Morocco (and lowest in Burkina Faso). Income from shares of user fees are reported as slightly increased (in Mali and Burkina Faso), while in Morocco and Benin there is no reported income from this source. Table 4 shows the reported change in salary and allowances over the period of recall for the three main cadres. Doctors have seen the highest proportionate increase over the period in most countries, with Burkina Faso leading with a 30% increase in basic salary (but from the lowest starting point). These increases reflect pay negotiations and changes in the cost of living but may also be regarded as some form of compensation for increased workloads experienced during the period of policy implementation.
The composition of revenues for health staff varies across countries, as illustrated in Figure 3 . Salary is the smallest component of revenues, relatively speaking, in Burkina Faso-under 50% of total for all types of staff. (In Morocco, we cannot disaggregate as staff reported on salary and allowances as one item.) The large range of allowances across the sub-Saharan countries is also striking. Fifteen different allowances apply, most of them fixed, and mostly applying across the four countries (Table 5 ). The share of user fees earned by health staff is extremely small, though most substantial as a proportion of income in Mali (4% of average earnings for doctors, and 8% for midwives and nurses).
The degree to which health workers undertake dual practice may also influence their compliance with the free care policies. Private practice was probably underreported in our health worker survey. Only 2% of staff in Morocco and Burkina Faso, 12% in Mali and 18% in Benin reported undertaking private practice.
Health workers also report benefits in kind. The benefit most commonly obtained by health workers in Mali is health care for themselves and their family (35%). Food emerged as the second most common benefit (11%). In Burkina, the main in-kind benefit was training/travel/studying, which was reported by 65% of the group as a whole, followed by health care (19%). In Morocco, 38% reported receiving free health care, followed by 33% who received some form of food. The main in-kind benefits health workers received in Benin were healthcare (56%), food (16%) and training opportunities (7%).
Only 8.5% of staff reported other income generating activities in Burkina Faso (mainly trading). In Mali, this figure is 30%. In Morocco, only 0.5% of the sample reported any non-medical income generation. In Benin, 18% of health workers reported other income generating activities, with trading and agriculture being the main activities.
Motivation
Although not directly related to the impact of the fee exemption policies, health workers' general motivation is an important factor in how they will cope with changes such as these. In the survey, health workers were asked about their general motivation to remain in their field of work. They scored a number of options from 1 to 9 (1 being the least important and 9 the most). Figure 4 shows the mean scores. Overall, service to the community emerges as the most important motivator for health staff -given 8.58 points out of 9 on average, closely followed by salary on 8.55. Social status and pension rights are also important-given >7 points, followed by training opportunities, with just over 6 points. Working conditions, allowances and having no better employment options were ranked at around 5 points on average. The ability to redirect patients to a private practice (Van Leberghe et al. 2002) was the least motivating factor for all of the countries, though higher in Benin than elsewhere. This may reflect the limited size of the private sector in many of the sites.
Health worker awareness and perceptions of policy
Awareness of the policy overall was high (94%), though lower in Morocco than other countries (Table 6 ). Most facilities were reported to operate the policies (69%). The majority had not received any guidelines on the operation of the policies (69%), nor had they received training (78%).
The majority of health workers in Burkina Faso (98%) and Morocco (69.5%) reported having learned about the policy through Source: health worker survey (all staff). Note that categories were predefined based on previous research on motivation to work in public and private sectors. The literature on dual practice, for example, highlights that working in the public sector can allow staff to potentially redirect patients to their private clinics official documents. However, the media was reported to be the main source of information about the policy in Benin (65%) and Mali (69%). Discussions between colleagues were also cited as another source of information about the policy in all four countries (Table 6 ). Health workers were asked about their perception of the impact of the free care/subsidy policies on various dimensions. Across all countries the majority of staff felt that the policy had increased access to supervised deliveries and had benefited the poor. Its impact on the availability of staff was seen as negative in three countriesonly in Mali did the majority of staff report improvements. In all four countries, an increased workload was reported. However, for drugs and supplies, its effects were seen as largely beneficial across all four (perhaps because of the additional resources injected in different fashions by the policies). Quality of care was also seen as improved, on the whole, though in Morocco a similar proportion (36%) was not sure about the impact.
Health workers were also asked about the personal impact of the policies. The consensus was that they had not affected their remuneration, as there are no direct financial incentives linked to it for any of the staff in any of the countries ( Figure 5 ). Where staff receive a share of user fee revenues (e.g. in Burkina Faso), the increased utilization appears to have increased health centre revenues which, in turn, increased available quarterly bonuses to staff through profitsharing. For workload, there was a general perception of increase. For satisfaction, it was more varied, with staff in Burkina Faso and Mali predominantly reporting an increase in work satisfaction, while in Benin and Morocco only a minority reported an increased satisfaction. These match to the responses on working conditions. In Burkina Faso, for example, they reported an improvement in their working conditions due to greater availability of drugs and supplies and their ability to administer quicker treatment even in the absence of the husband or relatives, as women do not need to pay for deliveries. These factors also contributed to improving the satisfaction of the Burkina Faso health workers. However, most of the health workers in Burkina Faso complained about the increased workload due to the additional forms, documents and reports that need to be filled in under the subsidy policy.
Health worker recommendations
Health workers were asked (in a short set of open-ended questions) for their main recommendations in relation to the policies. The main recommendations health workers made in Burkina Faso were: (1) that they wanted to see a reduction in the amount of paper work they have to complete; (2) speedy reimbursements and preferably monthly reimbursements to facilities under the policy; (3) recruitment of additional health workers dedicated to the completion of the paper work; (4) the extension of the subsidy policy to other services as well; (5) capacity building through adequate staff training and (6) raised public awareness of the subsidy policy.
In Morocco, health workers also recommended an increase in the number of health workers, particularly advocating for more midwives and gynaecologists. They emphasized that more should be done to improve staff motivation and their working conditions.
In Benin, the main requests were to: (1) improve the availability of drugs and consumables through providing kits; (2) motivate health workers by improving their working conditions; (3) recruit more health workers to cope with the increasing workload; (4) include pre-natal care and care of the newborns within the exemption package; (5) increase the salary of the health workers; (6) avoid and reduce the delays in reimbursing hospitals and (7) extend the coverage of the exemption policy to others areas of reproductive care. 
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Source: health worker survey (all staff)
In Mali, health workers recommended that the kits are received on time to avoid stock-outs and delays in treating patients. They also recommended that the government makes all the drugs free from the moment the women arrive in the hospital until she leaves. Health workers would like to receive training in order to apply the policy adequately. They also recommended that awareness campaigns about the policy are organized in Mali to ensure that the population are aware of what is included or not included within the exemption package. They would like to see the policy extended to other deliveries, especially covering the costs of complicated deliveries. Finally, they recommended that the government ensures the policy is sustainable and continues this good initiative.
Discussion
The study is limited by the self-reported nature of the survey, which is why data on income from private practice has not been shown, as it is believed to be under-reported. Responses on motivation may also be influenced by normative bias. However, the findings are interesting in that they not only add to our understanding of how health staff have been affected by exemption policies but also add to evidence on pay, workload and motivation generally in the region. This is an area where comparative analysis is lacking (McCoy et al. 2008) . Researchers are increasingly interested in unpacking the 'complex remuneration' structures of health staff and understanding how they influence health worker activities . These findings show the relative pay of comparable health staff across four countries, as well as the differences between cadres. More detailed analysis of income structures shows that salaries remain the main component of overall income, but especially for less qualified staff (62% of total for doctors in Benin, for example, compared with 88% for health assistants). This is compatible with other studies-for example (Witter et al. 2007 )-and reflects not just that specialists access a wider range of public allowances but also are more likely to do private practice, which has implications for quality of care in the public sector.
In relation to the policy, it appears that staffing overall is adequate, but there may be a shortage of midwives, according to selfreported workload numbers. WHO model suggests that 1 doctor is required for around 1000 births, to provide emergency intervention where there are complications before, during and after delivery, while a midwife can provide care for 175 births per year.
11 If these self-reported figures are accurate and are scaled up in a linear way to get annual estimates, midwives are overcommitted in all four countries (especially in Morocco and Benin), while doctors are within norm in all countries except Morocco. Some adjustment was made, at least in Morocco and to a lesser extent in Benin. Expecting an increased workload following the free caesarean section policy, several hospitals in Benin recruited additional staff (anaesthetists, gynaecologists, midwives and nurses). In the Moroccan study sites, the number of gynaecologists and midwives has increased slightly. In other sites, staff numbers remained fairly constant, and adequacy of staffing is a concern for respondents in all countries apart from Mali. Reported working hours remain within reasonable limits and a linked study of quality of care suggests that there is no systemic link between the policies' introduction and reduced quality of care (and possibly the reverse, at least for Burkina Faso) . This is compatible with other recent studies of workload/quality trade-offs, which found that, at least in some settings in sub-Saharan Africa, there is no evidence of this trade-off occurring as patient numbers are relatively low and staff still have spare capacity (Maestad et al. 2010) . However, effects and implementation always depend on local relationships and power structures. In Morocco, interviews suggest that gynaecologists ignored the policy requirement that services be available on a 24-h basis, for two main reasons. One is that they had more financial returns from working in the private sector. Another factor was that most specialists live far away from their place of work. Managers were not sufficiently strong to enforce the policy upon these specialist cadres, which reduced the availability of services under the policy.
As numbers have remained relatively constant but workload has increased, the health system has seen an increase in productivity. However, comparing findings with other recent studies in neighbouring countries in West Africa suggests that there may be scope for more outputs per person. A similar survey in Sierra Leone, for example, which collected data in the same year, found that staff reported working an average of 54 h per week and saw 116 patients per week (Witter et al. 2014a) . While some of the profile was similar-only 6% declared any private practice, while 27% of staff did Source: Health worker survey, all staff. Note: these domains were structured, with the option to agree, be neutral or disagree. In this figure, for simplicity, only the dominant response is reported (with relevant proportions across countries) some form of other income generating activities-the dependence on salaries was even higher in Sierra Leone (80% of doctor's income coming from this source). The policies in the four countries have not impacted directly on remuneration, which was driven by other public policy factors over the period of the policy introductions. No direct personal incentives were introduced to compensate them for increased workload, and unlike in countries like Sierra Leone, there was no related salary increment. The salary differential between doctors and other staff are relatively compressed in countries like Burkina Faso, which is a documented policy trend (McCoy et al. 2008) . Comparing recent data from Sierra Leone with our four countries, the differentials are greater there, with doctors earning salaries of four times the registered nurses, for example (Witter et al. 2014a ). Looked at per hour worked, the doctors were paid 30 times more than registered nurses. These differentials relate in part to the salary uplift which was brought in to attract and motivate staff in the run-up to the introduction of the Free Health Care Initiative in Sierra Leone, which was structured in favour of higher level staff . Doctors' mean monthly income in Sierra Leone equated (in 2012) to $1075 per month, which is considerably higher than the neighbouring sub-Saharan African countries documented here, and even than Morocco. Comparison of public pay per output from these five countries is shown in Table 7 .
Staff in our study report gains in terms of equity, utilization, drugs supply, and quality of care provided from the policy. On a personal level, findings are more mixed, with a wide perception of increased workload. Satisfaction is reported to have improved in Burkina Faso and Mali, to be constant in Benin and to have reduced in Morocco (where the majority of staff also report deteriorated working conditions). These mixed reactions are supportive of earlier studies which find broadly positive reactions to the change in terms of the health service but concerns about the impact on their workload and adequacy of supportive resources (Witter et al. 2007 Carasso et al. 2012) . It is unclear why staff in Morocco see more negative effects for themselves, compared with the three other countries. This may relate to expectations and also to their higher workload. It is however ironic that the one country which had a broader approach to its exemption policy, including planning for greater human resources for health to meet the expansion of demand, received the most negative responses from its staff.
In terms of motivating factors, the findings, which emphasize both the importance of external rewards (salary in particular) and intrinsic motivation (desire to serve the community), as well as the importance of non-financial rewards such as social status, are compatible with previous studies. One previous study in Mali, for example, found 'feeling responsible' and getting an increased salary as the top two motivators of health staff (Dieleman et al. 2006) . Our findings highlight the need for policy changes to manage both sets of expectations. While free health care did not offer better financial terms and conditions for staff (and did increase their workload), it never the less improved satisfaction in three out of four of the countries' surveyed health staff. The reason for this may be that it was seen by them as worthwhile, and enhancing their personal effectiveness-through better and more equitable access for patients, as well as improved services in terms of drugs, supplies and overall quality of care. This satisfies their desire to serve the community. The aspect which needs most careful handling is the need for social status: if staff feel that a 'free service' is being taken for granted, then this may equate to a sense of loss of social status for them as professionals. Previous work corroborates this risk (Witter et al. 2007 ).
The findings also highlight the lack of involvement of staff in the development and implementation of the exemption and subsidy policies, with many learning of them from external sources, such as the media, and a widespread lack of written information and training. Policy-makers need to be attentive that policy changes are brought in a way that works with the grain of professional organization, not least as the wider study demonstrates the extent to which providers and managers can adopt, adapt or block implementation of policies (Witter et al. 2014b) . Even if workload increases are still within manageable limits, the relative change is perceived and reported as overload (Kouanda et al. 2012) , which can provide professional resistance. This and shortfalls of funding and resources at the facility level are likely to contribute to patients continuing to pay more than they should under the policies, as demonstrated by the wider study . Excessive charging of patients was lowest, in proportionate terms, in Morocco, where staff satisfaction was also lower; however, qualitative insights from patient interviews suggest that interpersonal care was problematic in Morocco.
Conclusion
This study provides important insights into the complex remuneration of health staff in three West African countries and Morocco, alongside their self-reported working hours, productivity, and motivation. It gathers evidence on how they have been affected by the introduction of fee exemption policies for maternal health care and their responses to the policies. Staff views on health system effects are broadly positive across all four countries, while for personal effects, there is a division into countries where personal satisfaction has risen (in Mali and Burkina Faso), where it is broadly unchanged (Benin) and where it has deteriorated (Morocco). Staff recommend extending the exemption and subsidy policies to other service areas in the three sub-Saharan African countries, which reflects their overall positive assessment. They demonstrate both strong extrinsic and intrinsic motivation, which indicates that to be successful, introduction of policies such as these, which aim to reduce financial barriers for users, need to both protect the material terms and conditions of work but also appeal to staff professionalism. From our research, far more could be done to involve and inform staff, and to engage them in ownership and positive adoption of these national policies, alongside other measure to improve the quality and responsiveness of care.
